The pre and post evaluation of 65 patients undergoing intensive group psychotherapy by the Hope Alive method, yielded useful information on 28 parameters. The results provide sufficient evidence of benefit to warrant continued use of this program and to investigate the various components to delineate the most effective aspects of the program. There is statistically significant global improvement, but some areas of change such as: self-esteem and relationship with partner and a hopeful outlook are greater than others. When patients did their homework assignments consistently and thoroughly, there was increased likelihood of insight, personal growth, and diminished psychological symptoms.
INTRODUCTION
There is a pressing need to treat men and women who have been injured by a combination of psychological conflicts arising from childhood mistreatment and later pregnancy losses. These traumatic events appear to be related to each other. To date there appears to be no treatment programs dealing with the issues that arise from both these experiences. Using a time-limited closed group psychotherapy program we found significant improvements in most major symptoms reported by patients on pre and post treatment questionnaires.
Hope Alive is an intensive group psychotherapy technique developed to address the psychiatric problems observed in women and men affected by mistreatment and pregnancy losses of all kinds. After evaluation and in consultation with the referring family physician, a recommendation is given to appropriate patients. Informed consent is required before they are included in the group, which consists of 4 to 6 women and men. Patients are given a schedule with the dates of all the sessions and referring physicians are provided with an outline of the entire process. There are 30 -32 sessions of two hours twice per week. There are a number of unusual features including homework assignments at which patients spend considerably more time than they did in group.
LITERATURE REVIEW
A search of the literature indicates an increasingly large number of studies on problems following pregnancy loss, particularly grief. Lewis [1] early research found unresolved grief following a stillbirth interfered with the parents' ability to bond to subsequent children. Others have confirmed these results and extended the research to other types of pregnancy *Address correspondence to this author at the Mount Joy College, PO Box 27103,Victoria, BC V9B 5S4, Canada; Tel: 1 250 642 1848; Fax: 1 250 642 1841; E-mails: pgney@telus.net, mountjoy@islandnet.com loss [2, 3] . Buchegger [4] states "if a couple decides to terminate a pregnancy as a consequence of the diagnostic outcome (prenatal diagnosis), the ensuing mourning process is known to be similar to mourning after stillbirth". "Deliberate termination intensifies guilt feelings, especially if, as in Down's Syndrome, the anomaly would not have affected the child's viability". After assessing 30 women at 6 weeks, 6 months and 12 months after termination, a group at the Tavistock Clinic in London concluded that whether it was a first or second trimester termination for fetal abnormality, psychological morbidity is "prevalent and persistent" [5] . Broen et al. [6] compared the impact on women of miscarriage (n=40) to those who had an abortion, (n=80). They found that although the short-term emotional response was greater to miscarriage, those who experienced induced abortion had significantly more avoidance of thoughts and feelings related to the event for a longer period. Compared to 12 women who gave birth to a healthy child, 12 women who terminated their child for fetal abnormality showed neural activation similar to that of those in physical pain [7] . Men also grieve following a miscarriage [8] and feel a desire to protect their partner.
Guilt and grief following the termination of an unwelcome child would be expected to be more intense since it is known that the greater the ambivalence toward the lost object the greater the difficulty in detaching. Recent studies have shown that grief, depression and poor mental health may occur following an abortion [9, 10] .
Although few studies have simultaneously examined pregnancy loss and childhood mistreatment, results from a limited number of published studies suggest they may be related. Kumar and Robson [11] found that women are more likely to be depressed following the birth of a child that has been preceded by an abortion. Benedict, White and Cornely [12] did a retrospective matched pair study in families physically abusive to one or more of their children as compared to non-abusive families. They found mothers in maltreating families were younger, had shorter birth intervals, had less prenatal care and were significantly more likely to have a stillbirth or reported abortion or prior child death. Coleman et al. [13] found that compared to women with no history of perinatal loss, those with one loss voluntary or involuntary had a 99% higher risk for physically abusing their child and women with multiple losses were 189% more likely. Women with a history of one induced abortion were 144% more likely to physically abuse their children compared to women who had no abortions. We [14] found that childhood mistreatment and pregnancy loss were cyclically related. Parents coming with backgrounds [5] of abuse and neglect were more likely to terminate pregnancies. Those with pregnancy terminations were statistically more likely to abuse and neglect subsequent children. The possible reasons for this statistically significant association are complex, but they appear to include:
1) The increased likelihood of post-partum depression interfering with bonding to a child born subsequent to an abortion.
2) Interference to the instinctual protective mechanism of a parent.
3) A greater frequency of partner loss following an abortion, with anger to the abandoning partner displaced onto the fetus.
4) Poor physical and emotional health resulting partly from an unresolved grief [15, 16] .
METHODOLOGY
A case-control study design was used to examine treatment outcomes in 65 people undergoing Hope Alive treatment. Twenty-eight parameters evaluating psychological and physical well-being were assessed prior to the commencement of therapy and then re-evaluated at the end. Most parameters were assessed using self-reporting on visual analog scales. For the purposes of analysis, the visual analog scale markings were converted to whole number scores from 1 to 9. Data were analyzed with SPSS using Wilcoxon signed rank tests.
Fifty-three women and twelve men completed pre-and post-treatment evaluations of Hope Alive group psychotherapy. Therapy is conducted in mixed gender groups of four or five patients, a therapist and a facilitator (someone who has successfully completed a previous group, and/or a trainee) over an average of 32, two hour sessions and two follow-up sessions at three and six month intervals.
All patients were referred by family physicians to the psychiatrist usually for the evaluation and treatment of a persistent depression. About 40% of the patients referred were considered suitable for this group psychotherapy. Inclusion criteria included: a stable life situation, agreement and support of the referring physician, the ability to think symbolically and benefit from insight, able to tolerate intense emotions without acting out, intellectually capable of understanding explanations that used abstractions and had the time to devout to group psychotherapy with homework.. Forty five percent had other forms of psychotherapy or counselling prior to being referred. Of those included in the group, 100% were on antidepressants, often in combinations, 45% were also on anti-anxiety, 34% also on anti-psychotic or some other medication eg. for ADHD, at the time of referral.
The typical patient was female, aged 42 years, who came from a divorced family with neglect and divorce because of alcohol, is now married with 2 children from 4 pregnancies (the others were an abortion before marriage and a miscarriage between the girl and boy), working part time, and depressed for 3 years following a fight with her boss. There was temporary symptom improvement on 5 different antidepressant medications, worsening marital relations, loss of libido, little enjoyment in eating but gaining weight, sleep loss, irritability with her children culminating in uncontrolled screaming for which she feels guilty, poor self esteem, moderate level of anxiety, major persistent depressive mood, feeling life is not worth living and she doesn't deserve to be alive but would not commit suicide. She states, "Now I must get to the bottom of this or my family will fall apart and then I won't care what happens to me". Data was gathered from clinical observations and a selfreport questionnaire which included a combination of visual analog scales, multiple choice questions and questions requiring descriptive answers. These scales have been checked for validity and reliability and reported in previous studies [17, 18] .
The Phases of the Hope Alive Treatment Programme

Informed consent, Introductions and Commitment to
confidentiality, completion etc.
2. Defences and resistances to knowing and growing, with role-plays, e.g. "Please listen to me" etc.
3. Learning from past painful experience, patterns in family trees, tracing triggers etc.
4. Changing patterns of anger, seeing pain behind the rage, learning appropriate assertion etc.
5. Recognizing the fear behind the fear and learning when and how to face it or to run.
6. Real and imagined guilt: learning about tragic triangles and contributors to tragedies. 9. Identifying, welcoming, committing then mourning unresolved pregnancy losses.
10. Reconciliation with Perpetrators, Observers and Victims, forgiving and forgetting.
11. Negotiating realistic expectations with mate, children, family and employers.
12. Attenuating unwelcome and unnecessary pair bonds.
13. Making difficult decisions using their recognition of key conflicts and their blueprint.
14. A project to help prevent what happened to you, happening to other susceptible people.
15. Celebration of gains made and finding joy in life.
Expressions of gratitude and respect: good good-byes.
Each phase is accompanied with "home work" designed to initiate consideration of aspects not usually brought to mind. Spontaneous insights are recorded in a journal the patient keep close by. About eighty percent of the patients did almost all their homework, most of the time. They soon realized that the more effort they put into their assignments, the more insight they gained. Anyone who missed more than 3 sessions for any reason was discharged.
RESULTS
The distribution of demographic variables for these patients whose mean age was 42.57 years, Standard Deviation 11.22 yrs, indicates they are not significantly different from most Canadians according to Statistics Canada ( Table 1 ). The most common reason for attending the group was chronic anxiety or depression for which most patients were taking medications. Of those on medication at the time of referral, 62% were able to discontinue all psychotropic medication and 38% significantly reduced one or more by the end of the group. Ninety-six percent of the group reported childhood mistreatment in at least one form. Sixty two percent had one or more abortions. Fifty percent had one of more miscarriage and 39% had both. The interval between pregnancy loss and time of referral ranged from 1 to 24 years. The closest association of types of mistreatment was between verbal and physical abuse ( Table 2 ). This data is taken from the results of another questionnaire given to the patients in the same groups. That questionnaire is designed to determine the effects of transgenerational abuse and neglect [19, 20] .
The drop out rate was 14%. The average attendance rate was 92%. The majority did at least 80% of their homework. The Medical Plan of British Columbia, Canada funded the treatment. The average cost for 32, two hour sessions in a group of 4 was approximately $3200 per person.
The overall group changes (Fig. 1) show significant improvement along with most of the other 21 clinical variables measured ( Table 3) . No significant improvement was observed in obsessive thinking and physical health. There was a significant decrease in the patient's desire to hurt or kill themselves.
On the post-treatment questionnaire we asked what factors the patients felt where most helpful in their treatment. We use a step-wise analysis to determine which of these factors was most closely associated with different areas of improvement (Tables 4-7) . It appeared certain group exercises and new insights were most useful to the overall improvement. Fig. (1) . Over all changes. Table 4 indicates those components of the treatment program most closely associated with a decrease in feelings of sadness. One of the authors' clinical impressions (PGN) supports the correlation between discovering and asserting a sense of one's authentic self and decreased severity of depression. Table 5 indicates that component of the treatment program which is most closely associated with the decreased chance that the patient will want to hurt somebody close to them is the patient's understanding how being a survivor of a pregnancy loss in their family affected them, it was closely related to less desire to hurt others. Table 6 indicates that when a stepwise regression is done on components of the program, it appears that those factors that most closely associate with a sense of better functioning are: the ability to celebrate life, humanize losses, forgive the person's self, know why they can't resist, threats and understanding the "Universal Ethic of Mutual Benefit". Each component is represented in a question answered by each patient on whether or not they had understood or completed this aspect of treatment. The variables that were excluded in the first model, but are still relevant, include (not a comprehensive list): I recognize my resistance to knowing and growing; I learned to push through my resistance to Table 7) .
A sample of histograms show the distribution of the some variables in question Figs (2 to 5) . They show results analyzed by Wilcoxon ranks for significance. It appears the "before and after" treatment measures of self-respect, sadness, relationship with partner and hopelessness improved particularly. Others also show significant, sometimes marked improvement. Stepwise linear regression. Stepwise linear regression. 
DISCUSSION
Clinical observation and intuition supports the belief that group psychotherapy works well to improve communication, social behaviour and insight, but this is difficult to demonstrate. Using pre-and post-subjective impressions of the group patients represented on visual analogue scales, that data we present supports the use of the Hope Alive method of conducting group therapy for a reasonably representative clinical sample of patients. They suffered from various combinations of depression, anxiety, obsessive thinking, phobias, anorexia and other neurotic disorders that have arisen from the conflicts associated with childhood mistreatment and pregnancy losses. Their improvement appears to be most closely related to a better understanding of the roots to the turmoil in their thinking. Is it possible that humans are programmed with a need to understand and resolve the residual turmoil of their confusion engendered by life threatening experiences?
Hope Alive has some distinctive features that may contribute to its usefulness with these patients. "Homework" which requires 6 to 8 hours of thinking and writing between sessions, introduces each task and optimizes the time spent in the group. To the patients, the phases appear to form a natural sequence that helps them make sense of their painful trauma in the order they experienced them. The most difficult phase is reconciling with those who have hurt them and those whom they have hurt. However, they find that once they forgive: they forget, their thinking is clearer and they more often experience joy.
There appears to be a correlation between childhood trauma and later pregnancy losses, particularly miscarriage and abortion. The combined experiences may result in intense conflicts that are often impossible to resolve without assistance. Those affected may attempt to resolve the persistent turmoil by repeatedly re-enacting them, only to deepen the distress and extend the confusion [20] .
The natural progression in the Hope Alive program has one phase readily following the other. Not infrequently, patients anticipate the next phase. Group members express appreciation for the home assignments, and many useful insights occur outside the group session. They recognize that a major direction of the program is to teach new skills in analyzing confusing experience. They can use these and other newly acquired abilities for the rest of their lives. Patients often report that following the termination of the group process there is a short honeymoon period followed by a familiar crisis. If they review their homework and apply their new skills, they are able to use the crisis to further build their confidence and self esteem.
From doing both individual and group psychotherapy, it appears that groups are both more effective and efficient. For any psychiatrist in a busy consulting practice with a never-ending waiting list this is vitally important. Doing extensive homework means the patients are almost continually and effectively working on their problems so that the time in-group is better used because it is more often focused. Patients appreciate knowing when the groups start and finish so they can plan their work and lives accordingly. It also puts reasonable pressure on them to use their opportunity well.
There is no study where patients have been randomly assigned to either individual or to this type of group therapy Kent and Nicholls [21] found that women in group therapy for post-abortion women appeared to have had a termination sometimes in revenge for abortions their mothers had. Gordon [22] found that one two-hour counselling session with men after fetal loss decreased their anxiety.
Tourigny et al. [23] at the University of Sherbrooke found their psycho-educational group therapy of 20 weekly two-hour sessions for sexually abused adolescent girls was effective on measures of post-traumatic stress, coping strategies, relationship with the mother and empowerment compared to a control group. Ryan, Fisher, Gilbert et al. [24] in London compared the effectiveness of 12 group or individual sessions for childhood sexual abuse (CSA) to a waiting list control. Measures before, after and at 4 then 8 months follow-up showed significant improvement for both treatments. The gains were maintained except on one measure for the group psychotherapy patients. Reay et al. in Canberra found that interpersonal group psychotherapy for mothers with post-natal depression "may improve symptom severity" [25] . The use of "homework" for groups has not been reported.
To the authors' knowledge, the use of group psychotherapy designed for women or men affected by a combination of early childhood mistreatment and later pregnancy losses has not been reported else-where. The data on 65 patients representing 8 groups indicates that overall, Hope Alive is a useful program in the treatment of those who have been injured by a combination of childhood mistreatment and pregnancy losses, but replication by other therapists using the same method is necessary. It appears that some components of the program are more useful than others. These observations are supported by clinical evidence at 3 months, 6 months and long-term follow-up. Most patients are able to discontinue, and others reduce, the use of medication for anxiety and depression. Off medication, they are often very grateful that, "Now my mind is no longer in a fog. I get down at times but I have real feelings and understand where they come from".
Following the analysis of data for the phases, we have a better understanding of which component of the program is best suited for which type of problems from the patients post treatment responses. On the follow-up questionnaire they are asked how well they are doing symptomatically and on a different segment how well they feel they completed the tasks and for each phase of the treatment. The underlying mechanisms are more fully described elsewhere [27] . They include the following: a) Being able to connect childhood traumatic experience with conflicts that they attempt to resolve by obsessively searching for reasons and meanings to them and by re-enacting them with subconsciously picked and coached partners, work mates and friends. This understanding of their "key conflicts" helps them to more quickly realize what is transpiring when they are about to act out the same painful psychological conflict once again. This makes it possible to choose a different direction, b) Mourning the loss of the Person I Should Have Become makes it possible to welcome the person the are and so become kinder to themselves and others. They have a more respectful appreciation of their authentic though still damaged self. c) Humanized and individualized their pregnancy losses, welcomed them into their family, symbolically buried them and committed their spirits into the hands of their "Creator", d) Understood their contribution to the painful experiences of life, e) Written Letters of Reconciliation to those who have injured them and who they have injured, forgiven them and been forgiven and consequently forgotten the experiences of fear, pain, guilt and shame associated with those people. It appears that the mind no longer retains painful and confusing memories once it can make sense of painful experiences, when people have been able to grieve the loss of the Person I Should Have Become and forgiven those who harmed them and whom they hurt, including themselves. f) Once their thinking is not so absorbed in futile self-analysis, they seem better able to make more accurate perceptions and rational decisions. Not being so self-absorbed, they can see and appreciate the small joy and wonder filling moments of their life. g) As they rid themselves of the interminable and futile self analysis, they are more available to understand their children who respond with better appreciated delight in having a mother and fathers who can laugh and cry again.
This study needs a longer period to follow-up, a larger sample, and the inclusion of some variables that now appear to be relevant. The best design is using the patient as his or her own controls but that would entail delaying treatment for some very unwell people.
CONCLUSION
Intensive, time-limited group therapy with predetermined phases appears to be effective in treating the difficult problems arising in people who have experienced a combination of childhood mistreatment and pregnancy loss. The results from this study indicate sufficiently good outcomes to warrant further use of the Hope Alive method, but further study of its underlying mechanisms is necessary. There are a plethora of variables that might help explain the results. It is not possible to control for all of them in one study. Since we now have evidence of benefit, it becomes difficult to have a no treatment control group. Instead we will use patients as their own control. We are currently extending this research and will report on data more concisely isolating which type of psychological symptoms and psychiatric diagnosis respond best to Hope Alive group psychotherapy.
